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Annex 1. Measuring progress towards targets

The Stop TB Partnership will measure progress towards the 90-(90)-90 targets, the milestones for
research and development, and the funding goals set out in the Plan.
The three 90-(90)-90 high-level targets are summarized below:
1.

Reach at least 90% of all people with TB and place all of them on appropriate therapy:
first-line, second-line, and preventive therapy, as required.

2.

As a part of this approach, reach at least 90% of the key populations, the most vulnerable,
underserved, at-risk populations.

3.

Achieve at least 90% treatment success for all people diagnosed with TB through
affordable treatment services, adherence to complete and correct treatment, and social
support.

These targets need to be reached as early as possible, but no later than 2025.
WHO has developed more detailed indicators and targets for the End TB Strategy (see tables
below). These indicators have been prioritized into a list of “Top-10” indicators. The remaining
indicators serve as examples of each pillar of the End TB Strategy. These are mentioned below.
The Global Plan recommends:
1.   Additional process-oriented indicators and targets should be developed to track progress
against elements related to the paradigm shift described in the Plan. This should include
but not be limited to numbers tested for TB, community systems, key populations, private
sector care, and so on.
2.   Data collected to measure progress against all indicators and targets should be
appropriately disaggregated for adults and children, sex, and relevant key populations.
3.   As part of the paradigm shift, the way data are collected and used needs to change. The
following changes are recommended:
a.   All diagnosed TB patients should be notified. Currently, in many high-burden
countries, only a subset of diagnosed TB cases start treatment and are notified.
b.   TB programmes need to be accountable for all diagnosed TB patients, and all of
them should be included when reporting treatment outcomes. The third 90 calls for
at least 90% treatment success for diagnosed TB patients. Currently, in many
countries, no data are collected systematically on the gap between the number of
patients diagnosed and the number of those initiated on treatment. This gap has
been documented to be as high as 10–20% in settings where data are available.
The figure below shows the different gaps that currently exist between the
estimated number of people with TB and those who ultimately receive successful
treatment.

c.   Data need to be made available at subnational, national and global levels much
earlier than they are now. Electronic systems, case-based data and more frequent
reporting cycles will help drive progress in this direction.
d.   More qualitative real-time data need to be collected from frontline workers,
patients and communities, and used for improving services through the use of
social media and crowd-sourcing techniques.
e.   Countries need to make greater use of subnational quantitative and qualitative
data for identifying local issues, hot spots and barriers to access.
f.   Vital registration systems should be strengthened and used.
g.   TB information systems should be integrated into district health information system
initiatives.
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h.   Communities need to be involved in programme monitoring and evaluation, and
data need to be converted into simple, actionable information for use by
communities for advocacy.

Table 1. Top-10 priority indicators (not ranked) for monitoring and implementation of the End TB
Strategy at global and national levels, with recommended target levels that are applicable to all
countries
Indicator
1

TB treatment coverage

2

TB treatment success rate

3

Percentage of TB-affected households that
experience catastrophic costs due to TB

Number of new and relapse cases that were
notified and treated, divided by the estimated
number of incident TB cases in the same year,
expressed as a percentage
Percentage of notified TB patients who were
successfully treated. The target is for drugsusceptible and drug-resistant TB combined,
although outcomes should also be reported
separately.

Recommended
target level*
≥90%

≥90%

0%

Number of people treated for TB (and their
households) who incur catastrophic costs (direct
and indirect combined), divided by the total
number of people treated for TB.

4

Percentage of newly notified TB patients
diagnosed using WHO-recommended
rapid tests

Main rationale for inclusion in top-10
High-quality TB care is essential to prevent
suffering and death from TB and to cut
transmission. High coverage of appropriate
treatment is a fundamental requirement for
achieving the milestones and targets of the End
TB Strategy. In combination, it is likely that these
two indicators will be used for monitoring
progress towards universal health coverage
(UHC) within the post-2015 Sustainable
Development Goals (SDGs).
One of the End TB Strategy’s three high-level
indicators; key marker of financial risk protection
and progress towards UHC and social protection
for TB-affected households.

≥90%

Accurate diagnosis is a fundamental component
of TB care. Rapid tests help to ensure early
detection and prompt treatment.

Number of newly notified TB patients diagnosed
with WHO-recommended rapid tests, divided by
the total number of newly notified TB patient.

5

LTBI treatment coverage

≥90%

Treatment for latent TB infection (LTBI) is the
main treatment intervention available to prevent
development of active TB disease in those
already infected with M. tuberculosis.

6

Contact investigation coverage

≥90%

Contact investigation is a key component of early
TB detection and TB prevention, especially in
children.

100%

Drug susceptibility testing (DST) is essential to
provide the right treatment for every person
diagnosed with TB.

≥90%

An indicator that is relevant to monitoring the
adoption of innovations in all countries. NB.

Sum of the number of people living with HIV
newly enrolled in HIV care and the number of
children who are contacts of cases started on
LTBI treatment, divided by the number eligible for
treatment, expressed as a percentage
Number of contacts of people with
bacteriologically-confirmed TB who were
investigated for TB divided by the number
eligible, expressed as a percentage

7

DST coverage for TB patients
Number of TB patients with DST results divided by
the number of bacteriologically confirmed cases
in the same year, expressed as a percentage. DST
coverage includes results from molecular (e.g.
Xpert MTB/RIF) as well as conventional
phenotypic DST results.

8

9

Treatment coverage, new TB drugs

Number of TB patients treated with regimens that
include new TB drugs, divided by the number of
notified patients eligible for treatment with new
TB drugs, expressed as a percentage

Documentation of HIV status among TB
patients

Indicators related to the development of new tools are
needed at global level but are not appropriate for
monitoring progress in all countries.

100%

One of the core global indicators used to monitor
collaborative TB/HIV activities. Documentation of
HIV status is essential to provide the best care for
HIV-positive TB patients, including anti-retroviral
treatment (ART)

≤5%

This is a key indicator for monitoring progress
towards 2020 and 2025 milestones. A CFR of 6%
is required to achieve the 2025 global milestone
for reductions in TB deaths and cases.

Number of new and relapse TB patients with
documented HIV status divided by the number of
new and relapse TB patients notified in the same
year, expressed as a percentage

10

Case fatality ratio (CFR)
Number of TB deaths (from a national VR
system)divided by estimated number of incident
cases in the same years, expressed as a
percentage

*target level to be reached by 2025 at the latest.

Examples of indicators to monitor End TB Strategy implementation: Pillar 1
Indicator

Requirements for measurement

References

Component A: early diagnosis, universal drug susceptibility testing (DST) and systematic screening
DST* coverage for TB patients (%)

Routine recording and reporting system consistent with 2013
WHO recording and reporting framework.

6

Requires additional routine data collection compared with 2013
WHO recording and reporting framework. Adding variables is
easier if case-based electronic recording and reporting is in
place.

7, 8

Number of TB patients with DST results divided
by the number of notified cases in the same
year

Contact tracing coverage (%)
Number of contacts of TB cases who were
investigated for TB divided by the number
eligible

Component B: treatment of all people with TB, including MDR-TB
Page 3

Number of notified TB cases

Routine recording and reporting system consistent with 2013
WHO recording and reporting framework

6

For notifications, routine recording and reporting system
consistent with WHO recording and reporting framework. TB
incidence is estimated by WHO using methods that are
periodically reviewed by an expert group convened under the
umbrella of the WHO Global Task Force on TB Impact
Measurement. The main reasons for a gap between incidence
and notifications are: 1) under-reporting of detected cases; 2)
under-diagnosis of cases. Levels of under-reporting can be
measured using an inventory study. Levels of under-diagnosis
require assessment of factors associated with under-diagnosis,
such as the extent to which UHC and social protection are in
place.

6, 9

NB: could also be expressed as a rate
Number of notified cases of drug resistant
TB (RR or MDR-TB)
TB treatment coverage (%)
Number of new and relapse cases that were
notified and treated, divided by the estimated
number of incident TB cases in the same year

This indicator can only be estimated with reasonable precision
once UHC and social protection are in place.
Enrolment on treatment for detected
cases of drug-resistant TB (%)
Number of RR/MDR-TB patients started on
treatment, divided by the number of RR/MDRTB cases detected in the same period

Treatment success rate

Case fatality ratio (CFR)
Number of TB deaths divided by estimated
number of incident cases in the same years,
expressed as a percentage.

Routine recording and reporting system consistent with 2013
WHO recording and reporting framework.

6

The treatment success rate can be reported separately for drugsusceptible and drug-resistant TB.

National (or sample) vital registration system of high coverage
and quality for measurement of TB deaths. For TB incidence, see
explanation for Treatment Coverage above. Notifications can be
used as a proxy for incidence when target levels for treatment
coverage, catastrophic costs and under-reporting are reached.

1, 3, 4, 9

Component C: collaborative TB/HIV activities, and management of co-morbidities
Documentation of HIV status among TB
patients (%)
Number of new and relapse TB patients with
documented HIV status divided by number of
new and relapse notified cases

Routine recording and reporting system consistent with 2013
WHO recording and reporting framework and the 2015 WHO
guide on monitoring and evaluation of collaborative TB/HIV
activities.

1, 3, 4, 9, 10

ART coverage, HIV-positive TB patients
(%)

Component D: preventive treatment of persons at high risk, and TB vaccination
LTBI treatment coverage (%)
Sum of the number of people living with HIV
and children who are contacts of cases started
on LTBI treatment, divided by the total number
eligible for treatment

BCG vaccination coverage at 1 year (%)

Routine R&R system for people in HIV care, including specific
reporting for treatment of LTBI. Collection of data on number of
children eligible for treatment and the number initiated on
treatment.

10, 11

Routine immunization reports, vaccine coverage surveys

13

Examples of indicators to monitor End TB Strategy implementation: Pillar 2
Indicator

Requirements for measurement

References

Component A: political commitment with adequate resources for TB care and prevention
Proportion of annual budget defined in TB
national strategic plans that is funded (%)

Budget data and data on available sources of funding

Component B: engagement of communities, civil society organizations, and public and private care providers
Case reporting coverage (%)
Proportion of detected TB cases that were
reported to national health authorities

An inventory study that measures the level of under-reporting
is required. Inventory studies require a case-based electronic
reporting system to be in place or the establishment of such a
system, to allow cross-checking of cases detected by all care
providers with those notified to national authorities. It is not
expected that inventory study would be implemented every

1, 12
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year.

Component C: universal health coverage policy, and regulatory frameworks for case notification, vital registration, quality
and rational use of medicines, and infection control
Health insurance coverage
Percentage of population covered by health
insurance (or equivalent)

Surveys or routine data. Clear definitions of the types of
services that are covered, and to what extent the full service
cost is covered, are needed.

Public health spending per capita (US$)

National health account data produced according to the
system of health accounts (SHA).

15

Percentage of total health expenditures
(THE) accounted for by out-of-pocket
(OOP) expenditures

National health account data produced according to the
system of health accounts (SHA). Along with adequate public
health spending per capita, it has been suggested that OOPs
need to be ≤15% of THE for UHC to be considered in place.

14, 15

Percentage of TB patients and their
households that experience catastrophic
costs due to TB

Special surveys are required. See section 2.3.4 for further
details.

5

Case notification is mandated by law
(yes/no)

Review of relevant laws.

X

Vital registration (VR) system in place that
meets international standards of coverage
and quality (yes/no)

There are standard methods for evaluating the coverage
and quality of cause of death VR data.

1, 3, 4

Component D: social protection, poverty alleviation and actions on other social determinants
Percentage of people with TB who receive
appropriate social protection

Surveys or routine data; “appropriate” needs to be clearly
defined according to the country setting. Can also be
measured through assessment of the indicator on
catastrophic costs.

Percentage of population adequately
nourished

Routine assessment is done by the Food and Agricultural
Organization and the World Food Programme.

16

Examples of indicators to monitor End TB Strategy implementation: Pillar 3
Indicator

Requirements for measurement

References

Component A: discovery, development and rapid uptake of new tools, interventions and strategies
Percentage of TB patients tested using
WHO-recommended rapid tests
Enrolment on treatment with new TB drugs
(%)

Requires additional routine data collection compared with
2013 WHO recording and reporting framework. Case-based
electronic recording and reporting systems facilitate the
addition of new variables to routine data collection efforts.

17

Number of TB patients treated with regimens that
include new TB drugs, divided by the number of
patients eligible for treatment with new TB drugs,
expressed as a percentage
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1

The TIME modelling framework was developed by The London School of Hygiene and Tropical Medicine and
Avenir Health.
2
The 152 countries comprise a GP result set determined by the intersection of the GTB country-level data and the
UNAIDS country-level Spectrum AIM/EPP files. Spectrum AIM/EPP is the software used by UNAIDS to produce
country-level estimates of HIV burden and resource needs.
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3

Hogan D, Zaslavsky A, et al. Flexible epidemiological model for estimates and short-term projections in
generalised HIV/AIDS epidemics. Sex Transm Infect. 2010;86(Suppl_2):ii84–ii92.
4
Pretorius C, Glaziou P, Dodd PJ, et al. Using the TIME model in Spectrum to estimate tuberculosis-HIV incidence
and mortality. AIDS. 2014;28 Suppl 4:S477–87.
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5

http://www.avenirhealth.org/software-spectrum.php
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1. First 90:

2. Second 90:

3. Third 90:
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6

Within the TIME model, when treatment fails, people remain in a state of active TB.
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Decline in incidence rate per year (%)

Figure 1: Shape of assumed change in incidence (annual rate of decline) and CFR, 2015–2035, used in the WHO End TB Strategy
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Figure 2. Intervention scale-up patterns used in the TIME model of the GP
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Table 2. GP multivariate analysis variables

Page 17

Table 3. TB classification in Post-2015 Global TB Strategy

7

K-means clustering is a technique that minimizes the total distance of all countries to the within-group centroids.
Here, ‘distance’ is defined in the multivariate space by the variables in Table 3

Page 18

Page 19

Page 20

Figure 3. Percentage of variance explained by PCs
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Figure 4. PC1 against PC2

Figure 5. PC2 against PC3
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Table 5. Group averages: TB-related
Group

TBinc

TBnoti

TBincHP

TBmortALL

TBmortHN

TBmortHP

TBmdr

NEWSPts

CDR

1

118.4

88.7

4.2

15.8

15.0

536.9

3.9

86.5

71.9

2

42.9

35.2

5.9

4.6

4.0

215.4

2.8

85.5

83.1

3

18.3

16.1

3.0

1.5

1.4

38.7

1.4

74.0

87.2

4

296.9

172.0

14.4

65.6

49.9

1,843.0

2.9

80.1

56.2

5

87.4

68.7

6.7

10.6

9.6

582.0

29.1

65.4

79.5

6

138.4

92.3

21.0

25.7

17.3

711.5

2.7

82.4

63.4

7

974.4

559.7

66.0

267.9

67.8

1,546.2

4.9

77.5

59.6

8

17.2

14.1

10.3

1.9

1.6

48.7

1.7

64.5

80.2

9

221.9

146.8

29.9

42.6

28.1

1,161.3

1.9

87.0

67.6

Table 6. Explanatory variables
Group

Imun

ARTcov

GNIpercap

HDI

FS

HExpGDP

GovVsTotal

PerCapHealth
341.4

1

91.6

17.1

8,362.5

0.67

78.2

5.4

7.8

2

95.9

36.2

15,116.9

0.74

68.5

7.1

12.7

886.7

3

94.7

61.2

38,825.3

0.89

30.7

9.5

15.4

3,725.1

4

73.0

23.1

3,666.4

0.50

95.6

4.8

8.3

125.3

5

91.0

14.7

15,448.6

0.76

66.7

6.3

10.4

819.6

6

83.2

38.1

3,931.2

0.51

86.2

6.0

10.4

181.9

7

82.0

38.1

7,326.9

0.58

75.6

9.3

14.9

568.8

8

94.3

35.2

19,442.7

0.80

47.5

7.7

15.6

1,650.0

9

86.8

34.8

1,171.3

0.43

91.0

12.6

17.9

133.4
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Figure 6. Schematic of GP impact modelling process
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Figure 7. Global TB Incidence

Figure 8. Global TB mortality
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Table 8. Opportunity costs: Cases not averted and lives not saved by delayed implementation of GP

Cumulative Impact for Period 2015–2020
(thousands)
Country Settings
High MDR Burden, Centralized Care
High TB/HIV, SADC
High TB/HIV, Outside SADC
Moderate Burden, COE
High Burden, Private Sector

Standard Investment
Plan
Cases
TB Deaths
Averted
Averted
100
330
570
270
960

20
140
210
70
170

Accelerated Investment
Plan
Cases
TB Deaths
Averted
Averted
260
880
1,510
730
2,700

50
300
490
170
450
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Moderate Burden, Middle Income
India
China
Low Burden, High Income
Global (thousands)

220
1,130
410
70
4,050

20
160
30
10
830

590
3,030
950
180
10,820

60
400
60
10
2,000

Table 9. DALYs averted with the standard and accelerated investment plans for the period 2015–2020 by country setting,
applying a global discount rate of 3%.

8

Also used by Global Burden of Disease: the so-called Coale and Demeny West level 26 life table, with life
expectancy at birth set at 82.5 years for women and 80 years for men.
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9

Jamison D, et al, Global health 2035: a world converging within a generation. The Lancet, 2013, Vol 282 No 9908.
Nordhaus WD, The health of nations. The contribution of improved health to living standards. Working paper.
http://www.econ.yale.edu/~nordhaus/homepage/health_nber_w8818.pdf
10
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11

The Commission on Macroeconomics and Health (CMH) was established by WHO in January 2000 to assess the
contribution of health to global economic development. http://www.who.int/trade/glossary/story008/en/
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EXAMPLE:
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12

World Bank. GNI per capita, 2013 Atlas method data.
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INVESTMENT PACKAGES
BY COUNTRY SETTING
SETTINGS

1

EECA countries with high MDR
and centralized care

4

Fragile states affected by conflict
and with weak health systems

7

India

2

Southern Africa SADC countries

5

High to moderate burden of TB
with large proportion in private care

8

China

3

Non-SADC countries in Africa
with high HIV-associated TB

6

Remaining middle-income and
moderate-burden countries

9

Low burden and on the
verge of eliminating TB

5

6

DIAGNOSIS
Improve passive case finding

1A

MONITOR

Intervention

Description

Increase public
awareness of TB

Increase awareness through
communication campaigns or through
interpersonal channels.The messaging
should promote early and correct
health-seeking behaviour for TB-related
symptoms. The medium of communication
is selected based on the characteristics of
the target population. Use of social media
and m-health

Improve diagnostic
algorithms
for early and
improved case
detection

Use Xpert as the first test. Use X-ray as
initial screening test followed by Xpert.
Use smear first and then Xpert on the
smear-negative symptomatics. In all of
them provide same-day diagnosis and
results reporting. Note: baseline diagnostic
algorithm is smear followed by X-ray done
immediately after the smear or after an
antibiotic trial. For EPTB use appropriate
diagnostics. At every opportunity screen
PLHA visiting health facilities.

Increase the
numbers of people
receiving DST

Progressively increase the groups of people
(patients as well as symptomatics) that are
tested for drug resistance with an objective
of reaching universal DST. In the diagnostic
algorithm include DST (e.g. Xpert) upfront
during diagnosis rather than rather than
when patients are failing treatment. This will
mean that an increasing proportion of new
patients will have DST results before the start
of treatment and an appropriate treatment
regimen can be chosen upfront.

Improve paediatric
TB diagnosis

Implement additional techniques for
specimen collection, e.g. gastric lavage.
Implement paediatric TB diagnostic
algorithm. Implement referral system to
paediatrician. Diagnose extrapulmonary
TB. Link with MCH programmes to identify
children at risk and to create opportunities
for screening of children to exclude TB.

1

2

3

4

7

8

9

HIGH PRIORITY
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1A

Intervention

Description

Ensure specimen
shipment from
health facilities
that are not
equipped with
diagnostics

Establish specimen shipment
from health facilities that do not
have TB diagnostics to those
that have. Wherever specimen
shipment is not possible, patient
transportation and referral
systems need to be in place.

Engage all
providers

All care providers are involved
in TB diagnosis - care providers
in the public sector or private
sector, big or small and
formal or informal. Identify TB
symptomatics and refer or also
diagnose or also treat.

Improve screening
for TB symptoms
in patients at
health facilities

Systematically screen
for symptoms among all
patients attending health
facilities.

Improve quality
of TB care

Enhance health care worker
performance, improve quality of
consultation, screening and laboratory
tests. Implement patient-centred
approach, improve confidentiality and
eliminate stigma at health facilities.

1

2

3

4

5

6

7

8

9

1

2

3

4

5

6

7

8

9

Ensure active case finding

1B

MONITOR

Intervention

Description

Community-level
identification of
symptomatics
and testing
(Task shifting to
communities)

Empowerment and effective use of community
volunteers mobilized with incentive and/or
community health workers employed by Govt/
NGO to spread awareness. They link with
community and families and serve as first points
for care seeking for TB/multiple diseases. They
could also identify TB symptomatics during
their routine contact with families for multiple
public health programmes, e.g. MCH. Upon
identification of TB symptomatics, they arrange
for specimen collection in the community
and transportation to the lab. Lab report is
communicated through them to the patients. They
can also be used for treatment support.

Screening of TB
contacts

Screen all household and other contacts by
visiting them and systematically doing a symptom
screen. Those who are positive need to provide
a specimen for lab testing. If X-ray or other tests
for EPTB is required, child is referred to a higher
centre with paediatric care.

HIGH PRIORITY
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1B

Intervention

Description

Screening of PLHA,
other high-risk or
vulnerable groups
(e.g. miners,
diabetics, etc.)

Identify groups based on local setting. Screen
this group using an optimized algorithm preferred algorithm is symptom/X-ray screen
followed by Xpert. PLHA should be screened
regularly.

Screening and
special care
delivery to people
in congregate
settings

In settings such as prisons and IDP camps
patients cannot access the health system and
therefore the health providers will need to
periodically reach them and screen them.

Mobile clinics

Periodic mobile camp approach to detect
missed cases or to provide services in areas with
barriers to accessing health facilities. Population
with symptoms, those in contact with TB patients,
and elderly/children are invited to the mobile
camp through a local awareness campaign.

Specimen
collection and
shipment from
community level

Specimen collected at the community
level by community volunteers/
workers and sent to the lab.

Screening
at private health
care clinics

Screening of clients at private clinics
and tests performed in private labs.
Social business models implemented.

Other special care
delivery models

For example for migrants - screening
and care delivery at points of migration.
M-health solutions for awareness, rapid
reporting of lab results and patient
tracking during diagnostic process, etc.

1

2

3

4

5

6

7

8

9

4

5

6

7

8

9

Introduce/scale up/optimize diagnostics in peripheral labs

1C

MONITOR

Intervention

Description

Decentralize and
increase number
of peripheral
health facilities
that have TB
diagnostic services

Increase the number of centres offering: microscopy,
X-ray, Xpert, EPTB diagnostics. Move from district
level to primary health care level. Add additional
diagnostic facilities in underserved population.
Consider task shifting and innovations to overcome
health system weakness and improve reach.

1

2

3

HIGH PRIORITY
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1C

Intervention

Description

Improve quality
of labs

Implement QA, implement better diagnostics.

1

2

3

4

5

6

7

8

9

Introduce/scale up/optimize diagnostics in reference labs

1D

Intervention

Description

Increase number
of reference
labs based on
workload

More reference labs established with
culture, DST and LPA.

Improve quality
of labs

Implement QA, improve diagnostics (e.g.
replace solid with liquid culture, etc.).

1

2

3

4

5

6

7

8

9

1

2

3

4

5

6

7

8

9

Scale up HIV testing

1E

MONITOR

Intervention

Description

HIV testing of
TB patients

Test all TB patients for HIV. Consider HIV
testing of all TB symptomatics.

HIGH PRIORITY
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Scale up testing for comorbidities

1F

Intervention

Description

Consider testing for
diabetes, silicosis,
COPD, etc.

Testing in clinics where such patients
go to seek care. Link with other disease
programmes.

1

2

3

4

5

6

7

8

9

1

2

3

4

5

6

7

8

9

TREATMENT

2

MONITOR

Intervention

Description

Reduce initial
default

Improve rapid reporting of lab data and
tracking of patients who test positive
positive. Develop and implement e-health
and m-health solutions for patient tracking
and linking lab information to treatment
data. Improve counselling practices for
patients diagnosed with TB. Maintain
adequate drug stock at peripheral levels to
start treatment promptly.

Improve firstline treatment
outcomes

New or additional systems for patient
support, counselling, enablers,
decentralized treatment, community
volunteers providing support, m-health
solutions for promoting adherence,
etc. patient-centred and rights-based
approaches. Address other barriers for
treatment continuity. Patient support groups,
call centres, etc. can be used depending
on settings. Consider incentives to promote
adherence. Prevent drug stockouts.

Improve secondline treatment
outcomes

Decentralize and consider as much as
possible ambulatory treatment. Improve
patient support, default prevention, early
DST and early start of treatment. Consider
incentives and linking to other social
schemes, including nutrition. m-health
solutions for promoting adherence and
counselling. Consider shorter regimen
when evidence allows its use. Prevent
drug stockouts. Consider early testing and
treatment of XDR.

HIGH PRIORITY
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2

Intervention

Description

Scale up access
to ART for HIV
coinfected

Provide ART, CPT and IPT to HIV
coinfected.

Improve
management of
side effects and
comorbidities

Manage diabetes, side effects and other
conditions as required.

1

2

3

4

5

6

7

8

9

1

2

3

4

5

6

7

8

9

1

2

3

4

5

6

7

8

9

PREVENTION

3

Intervention

Description

Provide LTBI
treatment to
contacts, PLHA
and other highrisk groups

This is linked to active case finding in these
groups because active TB needs to be
excluded before placing people on LTBI
treatment. Consider choice of treatment
regimen and duration. Important to invest
in adherence: without adherence impact
may be limited.

Scale up infection
control in health
facilities and
congregate settings

Implement a set of infection control
practices in health facilities and in other
congregate settings. This will require policy
and regulatory interventions as enablers.

SYSTEM INVESTMENTS

4

Intervention

Description

Engagement of
all care providers
and private health
sector

MONITOR

HIGH PRIORITY
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4

Intervention

Description

1

2

3

4

5

6

7

8

9

4

5

6

7

8

9

HSS, health system
reform and decentralized
care (e.g. integrate care
for TB/HIV, MCH)
Decentralization of
care delivery and
task shifting
Innovation in health
information systems,
notification, vital
registration reporting
Health financing
and UHC
Surveillance systems
(prevalence, drug
resistance)- Electronic
notification system
Procurement and
supply management
CSS, community
volunteers/workers
delivering TB care
Drug regulation &
quality assurance
Implementation
research

ENABLERS AND SYNERGIES
WITH THE DEVELOPMENT SECTOR

5

Intervention

Description

1

2

3

Social protection, education,
legal reform, gender equality,
poverty reduction, urban
planning, community systems
and employer practices,
minister of finance

MONITOR

HIGH PRIORITY
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Setting 1: Eastern European and central Asian settings that have a high
proportion of drug-resistant TB and a hospital-based care delivery system
Belarus country strategy 2016–2020
Targets

Key populations

Key interventions

Page 42

Setting 2: Southern and central African settings where HIV and mining are
key drivers of the epidemic
South Africa country strategy 2016–2020
Targets

Key populations

Key interventions
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Setting 3: African settings with moderate to high HIV where mining is not a
significant driver
Nigeria country strategy 2016–2020
Targets

Key populations

Key interventions
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Setting 4: Settings with severely under-resourced health systems or settings
with challenging operating environments
Afghanistan country strategy 2016–2020
Targets







Key populations

Key interventions
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Setting 5: Settings with a high to moderate burden of TB with a large
proportion in private sector care
Indonesia country strategy 2016–2020
Targets

Key populations

Key interventions
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Setting 6: Middle-income country settings with a moderate TB-burden
Brazil country strategy 2016–2020
Targets

Key populations

Key interventions

Page 47

Setting 7: India setting
India country strategy 2016–2020
Targets

Key populations

Key interventions
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Setting 8: China setting
China country strategy 2016–2020
Targets

Key populations

Key interventions
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Figure 2. Fitting and exponential increase in reported expenditures in programme support unit costs for the period 2008–2013.
The average increase per year is 12.0%. Trend based on a restricted set of countries.
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